Fistulograms (anteroposterior view [AJ, obliqueview [BJ, and lateral view [CJ)show thefistulous tract extendingfrom the right lower neck up to the tonsillar fossa.
The bran chial appara tus, which gives rise to a wide array of structures th at originate in th e cervical area, is organ ized into arches, pouch es (endoderm) , and clefts (ectoderm ). Development al abno rmalities of th is apparatus are a common cause of congenital lateral neck m asses. Most often th ese ano malies are seen in the pediatr ic population, accounting for 17% of all pediatric cervical masses, 1 but th ey also may present at a much later age. Most patients present with an intermittent muc oid discharge from a sinus opening in the neck or an acute infection in the lower part of neck with mucopurulent discharg e.
A IS-year-old boy present ed with a histor y of whitish discharge from a sma ll ope ning on th e right lower third of his neck since birth. On examination, a small op ening was seen on th e right side of th e neck at th e junction of the middle and lower thi rd, just anterior to th e sterno cleidomas toid muscle. Wh en pressed, it discharged a thick , whitish mat erial. On ph aryngoscopy, no intern al opening was visualized. A clinical diagnosis of a right branchial sinus was made. Fistulography was performed for confirmation, in anteroposterior, oblique, and lateral projection under image-intensifier guidance (figure) . It revealed a long tract extending from the skin surface and traveling up posteriorly and cranially, entering the lateral wall of the oropharynx in the tonsillar bed. During the procedure the patient tasted dye shortly after it was injected, leading to a diagnosis of complete branchial fistula.
The patient underwent excision of the branchial fistula via a combined transcervical and transoral approach under general anesthesia. Because of the proximity of the tract to the patient's carotid arteries, a vascular surgeon was asked to be present during the operation in case any vascular complication arose. The fistulous tract was excised via a "stepladder" procedure, with two incisions made in the neck. A rightsided tonsillectomy was performed, and the tonsillar 1094· www.entjournal.com fossa was inspected for an internal opening, which was found near the inferior pole. The entire fistulous tract was excised, and the patient had an uneventful recovery. Histopathology of the specimen revealed a branchial fistula tract lined with pseudostratified columnar epithelium. At the 6-month follow-up, the patient was asymptomatic.
In 65 to 95% of cases, branchial anomalies arise from the second arch and may present as a cyst or sinus/fistula, with the former being far more common.' Usually the anomaly is a simple sinus opening that extends up the neck for a variable distance. In rare cases, a branchial sinus is also found to have an internal opening, thus forming a true branchial fistula.
Computed tomography (CT), ultrasound, and fistulography are useful in tracing the fistulous tract. Multidetector CT fistulography recently has been described for diagnosis of branchial fistula ." Radiologically demonstrable, complete branchial fistulas up to the tonsillar region are rare. Ford et al documented only 1 case in their series of 98 fistulas in which the entire tract was visualized.' The completeness of a fistula can be diagnosed by contrast-enhanced fistulography. It should be noted that sometimes a negative preoperative test becomes positive under general anesthesia because of muscle relaxation. Occasionally the fistula tr act may be blocked by thick secretions or granulation tissue.
Fistulography is an effective method of showing the exact anatomy and topography of fistulas in the neck. It is easy to perform and painless. CT and MRI of the neck are also helpful in producing cross-sectional images of organs and other internal body structures" and are useful in delineating the relationship between the lesion and surrounding neurovascular structures.
The treatment of choice for branchial fistula is complete sur gical excision. A "stepladder" approach exposes the fistula tract with less tissue dissection. In complete branchial fistula, a combined trans cervical and transoral approach is preferred.
